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ABSTRACT

Article History:

Induction: Infection of soft tissue is a common complication of any surgical procedure. on the part
of both the patient's bacterial flora and the environmental bacterial flora. It has an incidence that
ranges from 10.6% to 22.2% depending on the type of intervention; a considerable part of the
infections were observed after discharge Materials and methods: The study was performed
between October 2012 and January 2016. Patients undergoing invasive procedures and diagnostic
procedures were included for various indications in the departments of both clinical surgery II and
Catania AOU surgery. Both urine samples for microscopy and cultures in all patients were collected
and collected at hospitalization prior to both diagnostic and therapeutic procedures. Two subsequent
blood cultures were performed in patients, with a 30-minute interval between them, 1 hour after the
procedure. The sample recruited for the study included a total of 160 patients, of which 96 (60%)
male and 64 (40%) female. The average age of patients was 52.5 years (range 20-85 years) Results:
In our study, we found one of significant bacteriuria after cystoscopy only in 10-12% of the
observed cases. Urine culture detected before the procedure and intervention highlighted the need
for antibiotic prophylaxis that was found to be effective on Escherichia coli strains isolated in urine,
which had multiple antimicrobial resistance producing broad-spectrum beta lactamases (ESBL).
Conclusions: In the diagnostic and therapeutic procedures of contaminated clean and clean surgery,
a single dose of prophylaxis is confirmed to be effective in reducing the risk of infection after a
careful analysis of the patient. In the contaminated surgical procedures, the antibiotic therapy must
be reasoned. and to have the anamnestic data, the immunological profile, in addition to the
microbiological data of the most widespread bacteria in the hospital where it operates, before being
able to proceed with specific therapeutic treatment in order to prevent the infectious risk with the
most effective antibiotic programming of the infectious agent that infection

th

Received 15 September, 2017
Received in revised form 25th
October, 2017
Accepted 28th November, 2017
Published online 28th December, 2017
Key Words:
Surgery infections

Copyright © Giorgio Maria Paolo Graziano et al, 2017, this is an open-access article distributed under the terms of the
Creative Commons Attribution License, which permits unrestricted use, distribution and reproduction in any medium, provided
the original work is properly cited.

INTRODUCTION
Infection of soft tissues is a common complication of any
surgical procedure. On the part of both the patient's bacterial
flora and the environmental bacterial flora. It has an incidence
that ranges from 10.6% to 22.2% depending on the type of
intervention; a considerable part of the infections were
observed after discharge. It is also that for some interventions
the frequency of infections is higher during hospitalization,
while for others, after the discharge. the indiscriminate use of
antibiotics increases the prevalence of antibiotic-resistant
bacteria (1,2,3,4) and predisposes patients to infections such as
Clostridium difficile colitis (5,6,7,8) The alarming and
progressive spread of multi-drug resistant pathogens (multi-

drug resistent organisms) causes infections to be a real clinical
emergency. They are associated with a significant increase in
mortality and morbidity, with a lengthening of hospitalization
time as well as greater management complexity of the patient
and human resources with a consequent increase in costs. This
problem acquires an even more relevant value if focused, on a
cluster of patients, such as those subjected to kidney
transplantation and immunosuppresses, which for their
surgical, clinical and therapeutic path are easily susceptible to
their own infections of germs and, therefore, more exposed to
therapeutic failure The classification of infections of the
urinary tract (UTI) most used over time has been the one
developed by the Centers for Disease Control and Prevention.
The classification was then further enriched by categories
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developed by the Infectious Disease Society of America /
European Society of Clinical Microbiology and Infectious
Diseases (IDSA / ESCMID) in 1993, these studies introduced
the concept of "complicated" and "non-complicated" infections.
". The term "non-complicated" defined a clinical situation in
which the patient is not carrying any risk factor that makes him
susceptible to the development of an infection. By
"complicated" we mean instead a clinical situation
characterized by the presence of a predisposing risk factor,
linked to alteration of the urinary tract, anatomical obstruction,
calculi, derivations, catheterization, or pathologies with
systemic comorbidities (diabetes mellitus, tumors or
conditioning diseases). immunosuppression). Or a situation
with a high risk of developing complications if not properly
treated, such as pregnancy and pediatric age. Antibiotic
resistance is a widespread and current problem. Since many
studies support the link between the amount of antibiotics used
and the emergence of resistance, it becomes therefore
extremely necessary to make antibiotics a contained and
rational use. Furthermore, the emergence of multiresistant
strains increases costs both directly, linked to hospitalization,
for prolonged healing times and morbidity. The immoderate
use of broad-spectrum antibiotics such as fluoroquinolones,
cephalosporins and aminoglycosides has created a high rate of
resistance that today is very disturbing. We are witnessing a
worrying increase in the isolation of Escherichia coli producers
of broad-spectrum beta lactamases (ESBL) also in community
infections. Therefore, a reflection on the reasoned and
appropriate use of antibiotic therapy is absolutely necessary. In
this study the need of the antibiotic therapy is evaluated in both
urological and general surgery procedures in relation to the
clinical presentation, the patient's risk category, the degree of
severity of the infection, the pathogens involved and the
availability of antibiotics

MATERIALS AND METHODS
The study was performed between October 2012 and January
2016. Patients undergoing invasive procedures and diagnostic
procedures were included for various indications in the
departments of both clinical surgery II and Catania AOU
surgery. Both urine samples for microscopy and cultures in all
patients were collected and collected at hospitalization prior to
both diagnostic and therapeutic procedures. Two subsequent
blood cultures were performed in patients, with a 30-minute
interval between them, 1 hour after the procedure. The sample
recruited for the study included a total of 160 patients, of which
96 (60%) male and 64 (40%) female. The mean age of the
patients was 52.5 years (range 20-85 years). Infections were
evaluated on the following criteria: Anatomical site of
infection, Degree of infection severity, Presence of risk factors,
Microbiological evidence. The infections assessed included
superficial and deep wounds, urinary tract infections or specific
organ, systemic infections, infections of other sites and
apparatuses. In the general risk factors the advanced age was
evaluated. The presence of co-morbidities: such as diabetes,
malnutrition, overweight, the status of Immuno depression. For
the presence of specific factors were evaluated the previous
infections of the urinary tract or urogenital infections, presence
of catheters, duration of preoperative hospital stay, the type of
surgery, surgical invasiveness, duration of surgery, possible
intraoperative problems

RESULTS
In our study, we found one of significant bacteriuria after
cystoscopy only in 10-12% of the cases observed. Urine culture
detected before the procedure and intervention highlighted the
need for antibiotic prophylaxis that was found to be effective
on Escherichia coli strains isolated in urine, which had multiple
antimicrobial resistance producing broad-spectrum beta
lactamases (ESBL). The clinical history and history and febrile
symptomatology, were directed at the end of an empirical
antibiotic prophylaxis initiated without the need for urine
culture. The comorbidities present in 52% of cases were
diabetes, (35%) severe hypertension (20%), advanced age (> 75
years) (36%) malnutrition, and presence of bladder catheters.
(9%). duration of the average hospital stay was 10GG, in
general surgery with invasiveness (91%), the median duration
of the operative action was 60minutes. the indications of the
choice of the antibiotic, the dose, the route of administration
(EV ) were due to the presence of the wide-ranging antibiotic
present in the hospital pharmacy at that time, after the
antibiogram. the duration of treatment in the clean procedures
consisted in a single administration, in the contaminated cleans
proceeded to a short / 24 hours cycle with administration every
8 hours. In the problems of the contaminated interventions the
antibiotic therapy was carried out 7-8gg on average, but an
immunological profile of the patient was determined that in the
presence of an alteration the immunoglobulin was administered
in order to increase the effectiveness of the antibiotic that was
administered. the most affected site of infections were:
urological surgery, (10-12%), proctologic surgery (10%), soft
and subcutaneous tissues, (10%) and biliary tract, (3%) and
abdominal surgery (resections) intestinal (65% of cases) the
responsible strains are shown in Table 1
Tab 1 bacteria strains responsible for hospital infection
Escherichia coli
Klebsiella pneumonite
Non-enterococcal group D streptococcus
Antimicrobial susceptibility of microorganisms
Penicillin (SAM / AMC) Third Generation
cephalosporins
quinolone (ciprofloxacin / ofloxacin)
Nitrofurantoin
Carbapenems (imipenem / meropenem)
Glycopeptides (vancomycin / teicoplanin

DISCUSSION
A correct policy for a good use of antibiotics should therefore
identify prescription strategies in order to optimize: the choice
of antibiotic, the dose, the route of administration, the duration
of treatment taking into account that in the last 40 years the
industries Pharmaceuticals have produced antibiotics in a
constant way and with mechanisms of action that are always
different, a situation that has totally reversed, since currently
there are few industries that are making new antibiotics. The
correct use of the antibiotic-therapy is based on the knowledge
of the pharmacology and pharmacokinetics of the antibiotic
that we plan to use, on the characteristics of the pathogen we
want to treat at the site of infection, the site of the intervention
the presence of any allergies to antibiotics the toxicity Intrinsic
of the drug and its possible interactions the efficacy
demonstrated in randomized controlled trials of the effects on
the ecosystem. In the presence of the clinic that is not clear, in
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the first instance a microbiological sampling is necessary
before the reasoned therapy. Clearly empirical therapy can be
initiated by taking into account the pathogens most responsible
for infection in the hospital environment where the patient is
hospitalized. The purpose of antibiotic prophylaxis in
urological and general surgery is to prevent infectious
complications following diagnostic procedures or therapeutic at
the time of surgery or in the postoperative period, in order to
minimize the effects of antibiotics on the patient's bacterial
flora; minimize the side effects of antibiotics; to induce the
least possible modifications to the patient's immune defenses.
(9,10.11) The consequence of the ever increasing use of
antibiotics is represented by the increase in the number of cases
of colitis or diarrhea associated with Clostridium difficile,
which in our reality is limited to 1% of the cases observed. The
risk factors observed in our study were multiple and correlated
both to surgical treatment especially in urgency when it is not
possible to view the patient's severity program with an
antibiotic targeted therapy based on the knowledge of the
pathogen, on the real extent of the site of infection on the
compromise of the patient's immunological defenses. Another
risk factor was diabetes, especially if it occurred at a young age
in the presence of widespread arteriopathy that reduces the
pharmacokinetics of the drug. Then from the bile ducts in the
presence of a previous sphincterotomy and pre-existing
cholangitis, accompanied by the presence of micro calculi on
the biliary tract, or of prosthesization in progress. Opposed in
patients with a history of anaphylaxis, urticaria or rash reported
immediately after penicillin therapy which are at greater risk of
presenting an immediate hypersensitivity phenomenon and
should not be given prophylaxis with beta-lactam antibiotics.
(12.13.14.15) This has led to a difficult to find effective
medication. Finally, the presence in hospitals and especially in
the intensive therapies of modified strains responsible for a
super bacterial infection has produced an increase in the
infectious risk with a lengthening of the stay in patients who
have stayed there for a short time. In our opinion, these sentinel
events entail a change in the management of hospital stays,
since the widespread use of the old molecules (80 years) of
antibiotic therapy, of generic drugs (under dosed) widely used
in hospital facilities. Aimed at reducing management costs. It is
responsible for part of the disappearance of pharmacological
research (very low profits), as well as in the last decade that in
serious and complex cases in which even the carbapenems
prove ineffective, we begin to watch helpless and disappointed
patients' exit. It is therefore necessary to rethink the use of
hospitalization, in a vision of a very brief hospitalization and
subsequent treatment at the patient's home, to reduce the risk of
exposure of the patient in environments with presence of
bacterial strains that are difficult to treat. Moreover, this
strategy produces benefits in terms of hospital management
costs.

CONCLUSIONS
In the diagnostic and therapeutic procedures of contaminated
clean and clean surgery, a single dose of prophylaxis is
confirmed to be effective for reducing the risk of infection after
a careful analysis of the patient. In the contaminated surgical
procedures it is necessary that the antibiotic therapy is reasoned
and have the anamnestic data, the immunological profile, in
addition to the microbiological data of the most widespread

bacteria in the hospital where it operates, before being able to
proceed with specific therapeutic treatment in order to prevent
the infectious risk with the most effective antibiotic infectious
agent that infectious. In relation to the data collected, an
indication emerges to review the procedure for access to
hospitalization of patients in order to reduce the risk exposure.
The problem of intensive therapies, due to the presence of
super infections from multi-resistant bacteria, requires the need
to review and plan new and safer access paths for both inhospital and intensive care, with a logistical review of
hospitalization. Prophylaxis antibiotic is still today the subject
of discussions.; due to the presence of non-unique statistical
data. These discrepancies are even more evident from one
country to another. A problem that has become increasingly
relevant due both to the observance of national and / or
international guidelines, and to the considerable increase in
bacterial resistance a universal phenomenon. For this reason
and It is desirable that each country styles recommendations
based on their sensitivity / resistance profiles
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